ABSTRACT
INTRODUCTION
Thyroid gland's infections are uncommon because of its high resistance to infection. In spite of this fact, tuberculosis of thyroid gland can be rarely seen with an incidence of 0.1% -0.4% (1) (2) (3) . The clinicians rarely take thyroid tuberculosis into consideration in the different disease of goiter or midline neck swelling and thyroid tuberculosis often mimicking carcinoma (4, 5) . Tuberculosis of thyroid can be seen in the various histopathological forms, like multiple thyroidal granulomata, goiter with caseification, cold abscess, chronic fibrosing thyroiditis and acute abscess (1) (2) (3) 6, 7) . Diagnosis is based on histological study and demonstration of multiple coalesced and caseated epithelioid cell granulomas along with giant cells (1, 8) . In this paper, we reported a 57 years old woman with primary tuberculosis of thyroid gland in the light of literature.
CASE
A 57 year-old woman presented with a 6 months history of palpable neck mass. There was no history or family history of tuberculosis. On physical examination, a palpable mass, 2 cm in diameter, in the left lobe and another palpable mass, 1,5 cm diameter, in the right lobe of the thyroid gland was detected. There was no palpable lymphadenopathy. The pulse rate was 86/min, blood pressure 110/80 mmHg and fever was 36.8 •C. All vital signs, as well as results of blood and urine analysis and chest X-ray were normal. Her total leucocyte count was 8.600/mm3 with 49.3% neutrophils. ESR was 59 mm/ hour (0 -20 mm/hour). The thyroid function tests were as follows: sensitive thyroid stimulating hormone (TSH) 1.29 (0.27-4.2) µIU/mL, free T3 5.78 (2.8-7.1) pmol/L, free T4 17.6 (12-22) pmol/L, therefore she was euthyroid. The examination of indirect laryngoscopy was normal. Ultrasonography showed bilateral enlarged thyroid lobes and bilateral multiple hypoechoic, heterogeneous solid nodules. There was no regional lymph node and no abnormality in thoracic CT examination in the lung parenchyma and mediastinum. Based on the physical examination, ultrasonography, the patient underwent surgery. Intraoperatively, we noticed that the lesion was purulent, hard, irregular and adherent to the cricoid cartilages. There were some regional lymph nodes. So we thought that it might be an abscess or malignancy. In frozen section examination; the piece of lymph node reported as reactional. But suspicious of malignancy forced us to make bilateral total thyroidectomy.
The culture of purulent discharge was remained sterile. Histopathological examination of the tissue, which measured in greatest diameter 6×5×3 cm right lobe and 5×3×3 cm left lobe, revealed granulomatosis necrosis including caseification which consisted epitheloid histiocytes, lymphocytes, fibroblasts and Langhans cells, confirming the diagnosis of tuberculosis. Postoperative second day, the patient had the symptoms of hypocalcaemia and twelfth day a purulent discharge from incision. The discharge was regressed with drainage and antibiotic treatment. We replaced hypocalcemia with calcium carbonate 2500 mg daily and the patient underwent thyroid hormone replacement therapy. After one month; the laboratory findings were as follows; calcium 8.6 (8.4-10.5) mg/dL, phosphor 4..14 (2.6-5.9) mg/dL, parathormone (PTH) 36.6 (15-65) pg/mL. Hypocalcemia was regressed. After the histopathological diagnosis; the patient received anti-tuberculosis therapy with daily doses of 600 mg isoniazid (H), 450 mg Rifampicin (R) and 1500 mg Pyrazinamide (Z) for 2-months and followed four months with 600 mg isoniazid (H), 450 mg Rifampicin (R) (2HRZ\4HR). No side effect or complication was seen.
DISCUSSION
Tuberculosis of the thyroid gland is a rare disease with an incidence of about 0.1%-0.4% (1-3). This can be based on the resistance of thyroid gland to the infections which attributed to a number of factors, as follows; a prosperous lymphatic and vascular supply, well developed capsule, high iodine contents of the gland and bactericidal effect of the colloid and iodine (2, 4, 6, 9, 10) .
Tuberculosis of the thyroid gland can be primary or secondary and occurs in association with tuberculous infection of the other tissues or organs (6) . Frequently secondary extension is seen due to hematogenous dissemination or direct extension from an active laryngeal or nodal focus (6,9,11). In present case, the patient had primary tuberculosis of thyroid gland. No other focus of tuberculosis was found by imaging studies.
In thyroid tuberculosis, duration of presenting symptoms varies from 2 weeks to one year and there is no relationship with age or sex (12) . The most common symptoms are fatigue, fever, and night sweating and weight loss. The pressure symptoms, like dysphagia, dyspnea and dysphonia may be present (2, 6, 12, 13) .
A high ESR and CRP values may be present (14) . Thyroid function test results are usually normal, but sometimes thyrotoxicosis and myxoedema may be present (6, 15) . In our patient, there were no hypo-or hyperthyroidic symptoms. Thyroid function test results and CRP value were within normal limits. Only, ESR was 59 (0-20) mm/hour. A peripheral low density abscess with regional lymphadenopathy is demonstrated on CT scan and a heterogeneous, hypoechoic mass is seen on ultrasonogram (8) . In our patient, ultrasonography showed bilateral enlarged thyroid lobes and bilateral multiple hypoechoic, heterogeneous solid nodules. There was no regional lymph node.
Thyroid tuberculosis is improbably to be suspected clinically because of its rarity and sometimes it is difficult to diagnose preoperatively or during surgery. So, the diagnosis of thyroid tuberculosis is usually based on fine needle aspiration biopsy and the histopathological examination of surgically removed thyroid tissue (6, 15, 16) . When suspected from thyroid tuberculosis, Zeil-Nielson staining for acid fast bacilli, fine needle aspiration biopsy and enzyme amplification (polymerase chain reaction) from the aspirated material are useful tools for diagnosis and should be done (3). Fine needle aspiration biopsy is a simple, rapid and cheap useful diagnostic technique. The diagnosis rate of the thyroid tuberculosis by fine needle aspiration biopsy is 0.6%-1.15% among the thyroid lesions in endemic regions. However, the diagnosis cannot completely remove the necessity of surgery (6) . Demonstration of acid fast bacilli within thyroid tissue, a necrotic or abscessed gland and demonstration of tuberculous foci outside are the criterions which were described in 1939 (8) . But nowadays it is stated that acid fast bacilli are not always found, therefore multiple coalesced and caseated epithelioid cell granulomas along with Langhans giant cells and peripheral lymphocytic infiltration are considered the diagnosis of thyroid tuberculosis (8, 10) . In our patient, we didn't get suspicious about thyroid tuberculosis and the patient underwent surgery. Intraoperatively, we noticed that the lesion was purulent, hard, irregular and adherent to the cricoid cartilages and with the suspicious of malignancy, bilateral thyroid lobes was removed totally. Histopathological examination of the tissue revealed granulomatosis necrosis, including caseification, which consisted epitheloid histiocytes, lymphocytes, fibroblasts and langhans cells, confirming the diagnosis of tuberculosis.
Antituberculosis therapy and removing the affected parts of thyroid gland surgically are the most common treatment modalities for thyroid tuberculosis. The other method is drainage through repeated puncture in combination with antituberculosis therapy (8, 16) . Recently it has been suggested that antituberculous drugs alone could be effective (10) . Anti-tuberculosis treatment includes; 6 months therapy impending 2 months intensive phase and followed by 4 months continuation phase. Our patient received anti-tuberculosis (2HRZ/4HR) therapy according to the Revised National Tuberculosis Control Programme of India after surgery (17) .
In conclusion, tuberculosis of thyroid is a rare disease entity. It should be kept in mind when a thyroid disorder and a history of tuberculosis are present. The diagnosis of thyroid tuberculosis is based on fine needle aspiration biopsy and histopathological examination. Surgical and antituberculous therapies are recommended for treatment of thyroid tuberculosis. 
